dialysis, and within one year another three will probably have done so. Adding those under 80 who died but who we consider should have been referred for treatment, those alive in imminent need of referral, and errors of judgment by staff of the renal unit, we reach a figure of 78 (63 to 93) patients per million per year needing to start dialysis.
Occasional errors will continue to be made, and some people will always refuse treatment or be lost to follow up. On the other hand, our estimate does not include patients aged 80 
Results
The total number of patients notified was 188; 161 were notified by the nephrology staff after they had been referred to the renal unit and 27 were notified by outside doctors. The patients who were notified rather than referred to the unit were predominantly older. There were 66 exclusions: 24 patients had duplicate notifications; two patients proved to have reversible acute renal failure; two had failing renal transplants and were therefore not new patients; in eight the degree of uraemia was less than that defined in the survey; three had been notified on the basis of data obtained well before the survey started and had already been accepted for dialysis or had died; and 27 were notified after the end of the survey. This survey disclosed, as was expected, many more patients; this was mainly owing to the increase in the notification of older patients. Sixty two per cent of the patients were aged 50 years or more compared with 29% in the earlier survey.2 At the other end of the age range there was no increase in the number of paediatric patients. No very young children were recorded in the survey (the youngest was aged 5), probably because at the time of the survey they were still generally regarded as seldom responding well to treatment. Recently, practice has changed, and several children aged under 2 years are now being treated by dialysis. All patients who fulfilled the criteria of timing and degree of renal impairment were included as ideas of contraindications are necessarily subjective and may change with time, as has happened previously.
The survey showed that about 14% of the patients needed dialysis within one month after notification and that 42% survived for at least three months and 19% for a year or longer. Three patients survived for 43, 45, and 46 months respectively without treatment. This is not unexpected as the length of survival without dialysis reflects the nature of the kidney disease as well as the degree of renal impairment at notification (although all met the entry criteria for the survey, the degree of uraemia varied). The three patients who survived longest without dialysis all had tubulointerstitial disease.
The patients who survived longest without dialysis are worth considering. When first seen, all patients underwent investigation to enable a diagnosis to be made, if possible and to exclude correctable factors such as autoimmune renal disease, urinary tract obstruction, infection, electrolyte imbalance, etc. Hypertension was corrected with care, to avoid overcorrection at the start of treatment. All patients were seen regularly at a renal outpatient clinic. Most 
Patients and methods
Children born in 1978-87 with congenital rubella confirmed by the detection of rubella specific IgM after birth were identified from the records of the national congenital rubella surveillance programme. The physician who notified each case was asked to provide details of the normality or otherwise of hearing and to supply the results of past hearing tests whenever possible. For those children with a hearing loss the ages at which it was suspected and confirmed were also obtained and a pure tone audiogram requested if .appropriate.
Results
One hundred and seventeen children with congenital rubella confirmed by the detection of rubella specific IgM were born in 1978-82 (group 1) and 159 were born in 1983-7 (group 2). Table I shows the mean ages at which hearing loss was first suspected and confirmed in each group. Details of the hearing loss of affected children in group 1 have been reported. 4 The hearing loss of those children in the second group who were old enough to cooperate with testing was remarkably similar to that in group 1 (table I). In the most recent audiograms the mean best point in the better ear was 76 0dB in group 1 and 80-3dB in group 2. Only one child in each group had a documented progressive hearing loss.
Audiological examination with auditory evoked responses was infrequently undertaken during the first six months of life throughout the study. There was, however, an increase in the proportion of children with impaired hearing who had been tested by this age in group 2, and a substantial improvement in the numbers tested in the second six months of life also occurred (table II) . Auditory evoked response testing seemed to be sensitive and specific -that is, no children were
